
Welcome to our office!
Name: ___________________________________ Sex:______ Marital Status:______ DOB:___________
Address:______________________________________ City:_____________State: ____ Zip:__________ Best Phone Number: ___________________________ Email: ___________________________________
Social Security #:____________________________ Primary Doctor:______________________________
Occupation:________________________________ Company Name: _____________________________
Is this related to:    Auto Accident    Yes   No;     Work Injury  Yes   No;     Slip & Fall Injury  Yes  No
How did you hear of our office? ___________________________________________________________
HEALTH INSURANCE AND FINANCIAL RESPONSIBILITY:  
If you have supplied a copy of your card, please write “see card” in the name space. If not subscriber, please write their name and DOB!!
Primary Insurance Name: ____________________________ Phone #: ___________________________
ID # ______________________________________________ Group # ____________________________
Subscriber: _______________________________________  Relationship: ________________________
Subscriber Date of Birth: __________________ Subscriber Social Security #: _______________________
Is a referral required?     Yes    No        If yes, did you bring it with you today?    Yes    No   
If you have a secondary please let the front desk know!

All services rendered are charge directly to you, the patient.  You then are ultimately responsible for all payments regardless of whether or not this office accepts insurance assignment.  I understand if I default in paying my portion due, I will be responsible for any and all collection fees, legal cost and attorney fees.
I DO NOT HAVE ANY ADDITIONAL INSURANCE COVERAGE OTHER THAT WHAT I HAVE PROVIDED ABOVE. IT IS MY RESPONSIBILITY TO PROVIDE THIS OFFICE WITH ANY CHANGES OR UPDATES WHEN IT COMES TO MY MEDICAL COVERAGE. IF I DO NOT PROVIDE THE PROPER INFORMATION REGARDING MY COVERAGE, I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR ANYTHING NOT COVERED BY MY INSURANCE COMPANY.
I understand and agree that the health and accident policies are an arrangement between an insurance carrier and me. Furthermore, I understand that this chiropractic office will prepare any necessary reports and forms to assist me in making collection for the insurance company and that any amount authorized to pay directly to this chiropractic office will be credited to my account on receipt. However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.
I HAVE READ AND UNDERSTAND THE ABOVE POLICY AND FULLY ACCEPT ALL OF ITS TERMS.
Patient’s Signature: _________________________________________   Date: ______________________
Guardian’s Signature: ________________________________________  Date: ______________________

ASSIGNMENT OF BENEFITS / ERISA AUTHORIZED REPRESENTATIVE FORM
Assignment of Insurance Benefits – Appointment as Legal Authorized Representative
I hereby assign all applicable health insurance benefits and all rights and obligations that I and my dependents have under my health plan to the Richard Carlson, DC/Rachel Carlson PT, DPT/Optimal Health Chiropractic and Physical Therapy (hereinafter, “My Authorized Representatives”) and I appoint them as my authorized representative with the power to:
· File medical claims with the health plan
· File appeals and grievances with the health plan
· Institute and necessary litigation and/or complaints against my health plan naming me as plaintiff in such lawsuits and actions if necessary
· Discuss or divulge any of my personal health information or that of my dependents with any third party including the health plan

I certify that the health insurance information that I provided to Provider is accurate as of the date set forth below and that I am responsible for keeping it updated.

I am fully aware that having health insurance does not absolve me of my responsibility to ensure that my bills for professional services from Provider are paid in full.  I also understand that I am responsible for all amounts not covered by my health insurance, including co-payments, co-insurance, and deductibles.

Authorization to Release Information
I hereby authorize My Authorized Representatives to: (1) release any information necessary to my health benefit plan (or its administrator) regarding my illness and treatments; (2) process insurance claims generated in the course of examination or treatment; and (3) allow a photocopy of my signature to be used to process insurance claims.  This order will remain in effect until revoked by me in writing.

ERISA Authorization
I hereby designate, authorize, and convey to My Authorized Representatives to the full extent permissible under law and under any applicable insurance policy and/or employee health care benefit plan: (1) the right and ability to act as my Authorized Representative in connection with any claim, right, or cause of action including litigation against my health plan (even to name me as a plaintiff in such action) that I may have under such insurance policy and/or benefit plan; and (2) the right and ability to act as my Authorized Representative to pursue such claim, right, or cause of action in connection with said insurance policy and/or benefit plan (including but not limited to, the right and ability to act as my Authorized Representative with respect to a benefit plan governed by the provisions of ERISA as provided in 29 C.F.R. §2560.5031(b)(4) with respect to any healthcare expense incurred as a result of the services I received from Provider and, to the extent permissible under the law, to claim on my behalf, such benefits, claims, or reimbursement, and any other applicable remedy, including fines. I authorize communication with the Provider and his authorized representatives by email and my email address is _______@_____________. I understand I can revoke this authorization in writing at any time

A photocopy of this Assignment/Authorization shall be as effective and valid as the original.

Patient’s Signature: _________________________________________   Date: ______________________
OPTIMAL HEALTH CHIROPRACTIC & PHYSICAL THERAPY
Relieving Pain by Restoring Function

We believe a clear definition of our office policy will allow both patient and the doctor to concentrate on the big issues – REGAINING AND MAINTAINING YOUR HEALTH.

TERMS OF ACCEPTANCE
The goal of chiropractic is to relieve pain by restoring function to the human body.  Through correcting joint restrictions, muscle imbalances, and faulty movement patters we are working to help you live a happy and healthier life.  
Through the use of joint manipulation, Post Isometric Relaxation, Active Release Technique, Graston, and functional rehabilitation we are working to improve the quality your joints, muscles, and movements.  
Regardless of what disease or condition is called, the chiropractor does not offer to heal or treat it. Nor does the chiropractor offer advice regarding the treatment of disease. The only goal is to allow the body to do its job. The chiropractor promises no cure from and offers no treatment of disease.

I have read the above, understand it fully, and undertake chiropractic care and physical therapy on this basis.

____________________________________     	 _______________________________
Signature	                                                          	Date

AUTHORIZATION FOR HEALTH INFORMATION DISCLOSURE
I certify that I, and/or my dependent(s), have insurance coverage with _________________________ and assign directly to Optimal Health Chiropractic and Physical Therapy all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.
Optimal Health Chiropractic and Physical Therapy may use my health care information and may disclose such information to the above-named Insurance Company and their agents for the purpose of obtaining payment for services and determining Insurance benefits or the benefits payable for related services. This consent will end when my current treatment plan is completed or on year from the date signed below.

____________________________________     	 _______________________________
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HIPAA Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.
The Health Insurance Portability and Accountability Act of 1996(HIPAA) is a federal program that requires all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper or orally, are kept properly confidential. This Act gives you, the patient, significant new rights to understand and control how your health information is used. HIPPA provides penalties for covered entities that misuse Protected Health Information (PHI).
This Notice of Privacy Practices described how we may use and disclose your Protected Health Information (PHI) to carry out treatment, payment or health care operations (HCO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is information about you, including demographic information, that may identify, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.
Uses and Disclosures of Protected Health Information
Your Protected Health Information may be used and disclosed by your physician, our office staff and others outside our office that are involved in your care and treatment for the purposes of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law.
TREATMENT:  We will use and disclose your Protected Health Information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party.  For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.
PAYMENT:  Your protected health information will be used, as needed, to obtain payment for health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.
HEALTHCARE OPERATIONS:  We may use or disclose, as needed, your protected health information in order to support the business activities of your physician’s practice. These activities include but are not limited to, quality assessment activities, employee review activities, and conducting or arranging for other business activities. We may use your image and/or name on social media for promotional purposes.  We may use or disclose, as needed, your protected health information to support the business activities of this practice. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment. We may call your home and leave a message(either on an answering machine or with the person answering the phone) to remind you of an upcoming appointment, the need to schedule a new appointment or to call our office. We may also mail a postcard reminder to your home address. If you would prefer that we call or contact you at another telephone number or location, please let us know.
We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required by Law, Public Health Issues required by law: Communicable Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration requirements; Legal Proceedings; Law Enforcement, Coroners, Funeral Directors, and Organ Donation; Research; Criminal Activity, Military Activity and National Security; Workers’ Compensation; Inmates; Required Uses and Disclosures. Under the law, we must make disclosures to you and when requited by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of HIPAA.
OTHER PERMITED AND REQUIRED USES AND DISCLOSURES will be made only with your consent, authorization or opportunity to object unless required by law.
YOU MAY REVOKE THIS AUTHORIZATION at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.
YOUR RIGHTS
The following is a statement of your rights with respect to your protected health information.
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records: psychotherapy notes, information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.
You have the right to request a restriction of your health information.  This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operation. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes described in this Notice of Privacy Practices. Your request must state the specific restriction and to whom you want the restriction to apply.
Your physician is not required to agree to a restriction you may request. If your physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional.
You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this Notice from us, upon request, even if you have agreed to accept this Notice alternatively (i.e. electronically).
You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you will have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
We reserve the right to change the terms of this Notice and will inform you of any changes. You then have the right to object or withdraw as provided in this notice.
Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy officer of your complaint at our office and main telephone number. We will not retaliate against you for filing a complaint.
This notice was published and becomes effective on/or before April 14, 2003.

________________________________________________	___________________________
Signed							Dated
FOR OFFICE USE ONLY
   Patient Refused to Sign	
  Patient Unable to Sign for the following reason _____________________________________








1. Describe the current problem that brought you here 																		
2. When did your problem first begin? ____ months ago or ____ years ago
3. Was your first episode of the problem related to a specific incident? Yes/No 
Please describe and specify date 																				
4. Since that time is it: _____ same _____ getting worse _____ getting better
Why or how? 											
5. If the pain is present rate pain on a 0-10 scale 10 being the worst. _____
Describe the nature of the pain (i.e. constant burning, intermittent ache)  															
6. Describe previous treatments/exercises 								
7. Activities/events that cause or aggravate your symptoms. Check/Circle all that apply
___ Sitting greater than _____ minutes			___ With Cough/sneeze/straining
___ Walking greater than _____ minutes		___ With laughing/yelling
___ Standing greater than _____ minutes		___ With lifting/bending
___ Changing positions (i.e. sit to stand)			___ With cold weather
___ Light activity (light housework)		             ___ With triggers – running water/key in door
___ Vigorous activity/exercise (run/weight lift/jump)	___ With nervousness/anxiety
___ Sexual Activity					___ No activity affects the problem
___ Other, please list 										
8. What relieves your symptoms? 									
9. How has your lifestyle/quality of life been altered/changed because of this problem?
Social activities (exclude physical activities), specify 						
Diet/Fluid Intake, specify 									
Physical Activity, specify 									
Work, specify 											
Other 												
10. Rate the severity of this problem from 0-10 with 0 being no problem 				
11. What are your treatment goals/concerns? 																			
Since the onset of your current symptoms have you had:
Y/N     Fever/Chills					Y/N     Malaise (Unexplained tiredness)
Y/N     Unexplained weight change			Y/N     Unexplained muscle weakness
Y/N     Dizziness or fainting				Y/N     Night pain/sweats
Y/N     Change in bowel or bladder functions		Y/N     Numbness/Tingling
Y/N     Other/describe 																								


History Health: 	Date of Last Physical Exam 		 Tests performed 																
General Health: Excellent  Good  Average  Fair  Poor  Occupation ___________________________
Hours/week ________  On leave/disability _________   Activity Restrictions? ___________________
Mental Health: Current level of stress  High ___ Med ___ Low ___ Current psych therapy? Y/N
Activity/Exercise  None   1-2 days/week   3-4 days/week   5+ days/week
	Describe _____________________________________________________________________ 
Have you every had any of the following conditions or diagnoses? Circle all that apply
Cancer		Stroke		  Emphysema/chronic bronchitis	  Heart Problems
Epilepsy/Seizures	Asthma		  High Blood Pressure		  Multple Sclerosis	
Ankle Swelling	Head Injury	  Allergies (List Below)		  Latex Sensitivity
Anemia		Osteoporosis	  Hypo/Hyperthyroid		  Low Back Pain
Headaches 		Fibromayalgia	  Chronic Fatigue Syndrome	  Diabetes
Kidney Disease	Stress Fracture   Alcoholism/Drug Problems	  Arthritic Conditions
Depression		Anorexia	  Childhood Bladder Problems	  Irritable Bowel Syndrome
Smoking History	Sports Injuries	  Rheumatoid Arthritis 		  TMJ/Neck Pain
Pelvic Pain		Hearing Loss	  Vision/Eye Problems		  Physical/Sexual Abuse
Raynaud’s		Bone Fracture	  Sexually Transmitted Disease
Other/Describe ____________________________________________________________________

Surgical/Procedure History
Y/N  Surgery for your back/spine		Y/N  Surgery for your bladder/prostate
Y/N  Surgery for your brain			Y/N  Surgery for your bones/joints
Y/N  Surgery for your female organs		Y/N  Surgery for your abdominal organs
Other/Describe ____________________________________________________________________

OB/GYN History (Females Only)
Y/N  Childbirth Vaginal delivers #____	Y/N  Vaginal Dryness
Y/N  Episiotomy # _____			Y/N  Painful Periods
Y/N  C-Section # ____			Y/N  Menopause Date: ______
Y/N  Difficult childbirth #____		Y/N  Painful Vaginal Penetration
Y/N  Prolapse or organ falling out		Y/N  Pelvic Pain
Other/Describe ____________________________________________________________________

Males Only
Y/N  Prostate Disorders			Y/N  Erectile Dysfunction
Y/N  Shy Bladder				Y/N  Painful Ejaculation
Y/N  Pelvic Pain				Y/N  Other/Describe ____________________________

Medications – pills, injections, patch		State Date		Reason for taking
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Over the Counter – Vitamins, etc		State Date			Reason for taking
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Pelvic Symptom Questionnaire
Bladder/Bowel Habits/Problems
Y/N  Trouble initiating urine stream		Y/N  Blood in urine
Y/N  Urinary intermittent/slow stream		Y/N  Painful urination
Y/N  Trouble emptying bladder			Y/N  Trouble feeling bladder urge/fullness
Y/N  Difficulty stopping the urine stream		Y/N  Current laxative use
Y/N  Trouble emptying bladder completely	Y/N  Trouble feeling bowel urge/fullness
Y/N  Straining or pushing to empty bladder	Y/N  Constipation/Straining
Y/N  Dribbling after urination			Y/N  Trouble holding back gas/feces
Y/N  Constant urine leakage			Y/N  Recurrent bladder infections
Other/Describe _______________________________________________________________________

1. Frequency of urination: awake hours _____ times per day, sleep hours _____ times per night
2. When you have a normal urge to urinate, how long can you delay before you have to go to the toilet? _____ minutes, _____ hours, _____ not at all
3. The usual amount of urine passed is _____ small _____ medium _____ large 
4. Frequency of bowel movements _____ times per day _____ times per week or _________
5. When you have an urge to have a bowel movement, how long can you delay before you have to go to the toilet? _____ minutes, _____ hours, _____ not at all
6. If constipation is present, describe management techniques _____________________________
7. Average fluid intake (one glass is 8 oz or one cup)  ______ glasses per day
8. Rate a feeling of organ falling out /prolapse or pelvic heaviness/pressure
_____ None present		_____ Times per month (specify if related to activity of your period)
_____ With standing for ____________ minutes or hours
_____With exertion or straining	_____ Other

Skip questions if no leakage or incontinence 11. What form of protection to you wear? (Please complete only one)
_____ None
_____ Minimal protection (toilet tissue, paper towel, pantishields) 
_____ Moderate protection (absorbent product, maxipad)
_____ Maximum protection (specialty product/diaper)
	_____ Other ___________________________________________________________________
	On average, how many pad/protection changes are required in 24 hours? ______ # of pads
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9a. Bladder leakage – number of episodes 		_____ No leakage
	_____ Times per day
	_____ Times per week
	_____ Times per month
	_____ Only with physical exertion/cough
9b. Bowel leakage – number of episodes 
	_____ No leakage
	_____ Times per day
	_____ Times per week
	_____ Times per month
	_____ Only with physical exertion/cough
10a. On average, how much urine do you leak? 
	_____ No leakage
	_____ Just a few drops
	_____ Wets underwear
	_____ Wets outerwear 
	_____ Wets the floor
10b. How much stool do you lose? 
	_____ No leakage
	_____ Stool staining
	_____ Small amount in underwear
	_____ Complete emptying
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